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FORM APPROVED

TAG REGLILATORY OR LS IDENTIFYING INFORMATION)

. STATEMENT OF DEFICIENCIES (%1) PROVIDER/SURPUERICLIA (X2) MULTIPLE CONSTRUCTION | (%3) DATE SURVEY
AND PLAM OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
] A BUILDING:;
TNS008 B. WING 10/25/2017
NAME OF PROVIDER OR SUFPLIER STREETADORESS, CITY, STATE, ZiR CODE
, 115 WOODLAWN DRIVE
LAKEBRIDGE, A WATERS COMMUNITY, LLC
' JOHNSON CITY, TN 37604 I - ,
(x.;]. [T - SUMMARY STATEMENT OF DEFICIENGIES D - + PROVIDER'S PLAN OF CQRRECTION ~ - - {XS).
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX . . {EAGH CORRECTIVE ACTION SHOULD BE COMPLETE

DEFICIENGY) .

TAG - CROSS-REFERENCED TO THE APPROPRIATE DATE

~ NGB [nitial Comments

| A Licensure survey was conducted on 10/23/17
through 10/25/17 at Lakebridge; A Waters.

- Cammumnity, LLC. No heallh deficiencias were
cited under Chapter 1200-08-086, Standards For
Nursmg Homes.
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